Background: By high resolution consultation (HRC) we mean an ambulatory process of assistance fulfilled in a single day, by which treatment and diagnosis are established and recorded.
INTRODUCTION
Hospital care is increasingly resulting in a predominance of outpatient consultations, which have evolved from a point of care for patients after hospital discharge to become the axis of specialty care activities, a proper place for reaching a diagnosis and establishing a therapeutic strategy. Thus, hospitalization has become a supporting instrument in the diagnostic process, one which is only used when necessary and for the shortest duration possible. Furthermore, the development of bloodless, minimally aggressive diagnostic resources both facilitates and allows ambulatory diagnosis for most medical conditions (1) .
More than a decade back our hospital implemented an HRC or single consultation system defined as "an ambulatory process of assistance wherein a diagnosis and treatment are established and recorded all on the same day and with a duration previously agreed upon by the user after being timely informed" (2) . The organizational novelty of this system is that patients, once assessed by a specialist during a first visit, may, when appropriate, undergo the indicated diagnostic tests and have them reviewed by that same specialist on the same day. The patient may be then discharged, be scheduled for a follow-up visit or be referred to another department or site.
Complementary tests available in our site that may be performed on a same day basis include all those requiring no prior preparation on the patient's part (CBC, basic biochemistry panel, coagulation testing, gasometry, electrocardiography, ultrasonography, plain radiography, computed tomography, spirometry, etc.). In addition, tests and procedures ordered during the initial visit are processed by ancillary services (mainly in the biotechnology and imaging areas) as preferential activities with a maximum response time of three hours (3).
In the scientific literature the experience with this type of outpatient consultations and their impact on the health care of patients with digestive diseases in our country is very sparse (2, 4) . These studies suggest that single-day care for outpatients with digestive complaints is below the level observed in other medical specialties (2, (4) (5) (6) . Recently, a multicenter study pointed out which structural and organizational requirements were deemed key by gastroenterologists for such ambulatory consultations (7). The goal of our study was to analyze the resolution level of a gastroenterology outpatient clinic with the possibility to order and obtain basic examinations for patients on the same day, as well as the conditions that may primarily benefit from HRC.
PATIENTS AND METHODS

Setting and subjects
Hospital de Montilla is a 77-bed public hospital that serves Montilla (Córdoba, Spain) and its surroundings (5 villages more), which represents a population of 63,742 inhabitants. The hospital is managed by Agencia Pública Empresarial Alto Guadalquivir, a part of Junta de Andalucía (Andalusian government) that includes 7 centers in the Córdoba and Jaén provinces, caring for about 252,000 people. Our gastroenterology outpatient clinic receives a high number of visits, with 302 first visits per 10,000 population during 2014. The hospital runs two gastroenterology offices daily, with approximately 54 first visits weekly. The clinic is tended to by two specialists in gastroenterology and nurses. The hospital has digital medical records with online access to laboratory and diagnostic test results via the Internet. The clinic also has an ultrasound device for abdominal sonography. Study subjects included patients first visiting the gastroenterology clinic at Hospital de Montilla. Regarding sample size, we considered the number of single-consultation visits to be 15% of the 1,900 first gastroenterology visits per year, with a sampling error of 5% and a confidence level of 95%. Thus, we needed at least 177 first-visit patients to characterize the study variables.
Design
This was a descriptive study carried out at our hospital's gastroenterology clinic from October 1 st , 2014 to January 31 st , 2015. During said period 764 first visits and 138 gastroenterology visits occurred. Patient selection for the study was performed using a random number table. This system selected which patients were eventually studied daily, the physician being beforehand unaware of who was o was not to be recruited.
Variables analyzed
Variables for each visit were recorded by the attending physician following patient care. For each first-visit event a number of variables were recorded using the office computer -age and sex, procedence (primary care, emergency room, referral), patient history (diabetes mellitus, blood hypertension and GI history), test results provided, test performed and reviewed the same day, clinical diagnosis after first visit, destination after first visit (discharge, subsequent visit, referral to another specialist or site), and whether the consultation was considered a single event or otherwise (first visit with clinical report including diagnosis and treatment, regardless of patient destination).
Statistical analysis
Data were analyzed with the statistical software packages ACCESS and SPSS-PC 12.0. Results are expressed as mean (standard deviation) values, assuming an error of 5%. Quantitative variables were studied with Student's t-test. For percent comparisons we used the Chi-squared test. Statistical significance was considered for p < 0.05.
Ethical aspects
The study was approved by the Ethics Committee at Hospital de Montilla (Córdoba, Spain).
RESULTS
We included 179 patients from the 764 first visits that took place during the analysis period. Table I lists the epidemiological and clinical characteristics of recruited patients. Mean age was 54±18 years, with women predominating (53%). Patient origin was mainly primary care (72%) and 76 patients (43%) povided recent routine testing results.
Main diagnoses after a first visit included dyspepsia (16%), a family history of colon cancer (16%) and complaints related to gastroesophageal reflux disease (16%). In all, 72% of patients were scheduled for a subsequent visit, 15% were discharged after their first visit and 13% were referred to a different specialist or hospital.
Seventy-nine (44%) fist visits were solved in a single consultation (patient care where at least one diagnosis and treatment are recorded in a clinical report); 57% of these single consultations (n = 45) benefited from a diagnostic test (100% from GI ultrasounds), which was reviewed on the same day (Table II and Fig. 1) . Similarly, 80 patients (45%) among the original 179 patients benefited from same-day testing and review (abdominal ultrasounds). Same-day testing and review significantly increased the percentage of single consultations as compared with its absence (57% versus 34%, p < 0.002). Furthermore, cases benefiting from this system included the younger patients (52.2±19 years versus 57±16 years, p < 0.03).
Of all 79 single-consultation visits, 67 (85%) were followed by a subsequent visit, the remaining subjects being discharged or referred to a different specialist (16%). In contrast, regarding the 100 non-single-consultation visits, 99% of subjects were scheduled for a subsequent visit and 1% were referred to another specialist (p < 0.05) (Fig. 1) .
Finally, regarding main complaints, gastroesophageal reflux disease, dyspepsia, cholelithiasis and chronic liver disease were the conditions most commonly ending up in single-consultation care (Table II) . Table II illustrates the distribution of conditions in patients undergoing same-day testing, which included GI ultrasounds for 100% of cases.
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DISCUSSION
Our results show that gastroenterology consultations may largely benefit from a HRC system, thus being consistent with previous results (2,3) . We see, however, that the percentage of patients that may end up with a diagnosis and treatment all in the same day is significantly lower when compared to other specialties (2, 4, 5) . These findings are logical given the characteristics of subjects with digestive complaints, who often need diagnostics tests requiring prior preparation beyond a fasting state (colonoscopy, colon CT, etc.) or laboratory workups that cannot be performed on a same day basis (hepatitis serology, celiac disease testing, etc.).
Although our center offers complementary exams that may be performed on the morning of a first visit, and medical orders are preferentially processed by ancillary services, no patient benefited from such possibilities in our study. We understand that this is, at least partly, a consequence of the significant number of patients who could provide a recent routine laboratory workup during their first visit. This likely reflects our agreements with primary care and our working based on integrated care processes, where patients are referred to our clinic fasting and with recent laboratory results.
We observed it was the presence of a sonography device at the gastroenterology office that allowed a faster diagnosis, consistent with recommendations in this respect (7). However, while many patients were fasting, no upper digestive endoscopy was performed even when applicable. While we initially believed this to be feasible and performed a few such procedures (8), the time-consuming nature of this exploration is not well suited for daily practice.
Furthermore, despite the fact that 44% of our patients benefited from a single-consultation visit, most were scheduled for a subsequent visit on a different day. The reason was that, albeit these subjects had their diagnosis and treatment on the first day, a new follow-up visit was deemed necessary for most of them (condition outcome, response to therapy assessment, delayed laboratory testing results). We therefore understand that the progress brought about by a gastroenterology single-consultation system lies in the potential to perform testing and review the patient on the same day, which shortens diagnostic delay and reduces the number of necessary visits.
Limitations in our study likely include its single-center condition. However, we must here underscore the fact that our high-resolution consultation system has been in place for over 15 years in 7 sites at different hospitals since the begining, with results very similar to those of the present study (2, 3) .
To conclude, we believe that this kind of consultations represent a clear advance in patient care, with a resolution that relieves delayed diagnosis and treatment, reduces the number of successive visits and increases patient satisfaction (9) . This is primarily achieved through organizational changes that do not entail higher costs but do require a high level of involvement by professionals. 
